Nocardia asteroides infection of the cauda equina Sir: Nocardiosis is most often localised to the lungs and skin, but frequently disseminates to involve the central nervous system. Primary extrapulmonary nocardiosis is extremely rare1 5 and nocardiosis of the nervous system most commonly presents as a cerebral abscess metastasising from a primary pulmonary focus.6-8 Purulent meningitis following rupture of a cerebral abscess into a ventricle is well recognised,9 but primary nocardial meningitis has only been reported twice to our knowledge. I 311 Relapsing dermatomyositis associated with sarcoidosis Sir: Two cases of dermatomyositis in association with sarcoidosis have been described, both in Japanese patients.t 2 We report a further case in an Anglo-Japanese man, his illness running a relapsing course over a period of 6 years.
In October 1979 a 56 year old AngloJapanese accountant presented with a 6 month history of pain, stiffness and paraesthesiae in both hands, the symptoms tending to be worse at night but also aggravated by heavy work. He also had swelling of the knuckles of both hands, and an irritating skin rash. He had lost 8 kg in weight. There was a past history of duodenal ulcer.
On examination he was a thin man (weight 57 5kg). He had an erythematous scaling rash of his lower legs, arms, forehead and back, periorbital oedema, and bilateral axillary lymphadenopathy. Examination of his chest, heart and abdomen was normal. There was no muscle weakness or wasting, though he did have some muscle tenderness. Reflexes were normal and sensation was intact. Full blood count, bone marrow aspirate and trephine biopsy, barium enema, barium meal and intravenous pyelogram were normal. RA latex and ANA were negative. Erythrocyte sedimentation rate was 17 mm in 1 hour. Creatine kinase was elevated at 384 IU/l (normal less than 240 IU/1). A chest radiograph showed bilateral apical pleural thickening with a little localised calcification suggestive of previous pulmonary tuberculosis. There was also some interstitial shadowing at both bases, though this resolved after 1 month. Pulmonary function testing indicated a minor restrictive impairment and reduced carbon monoxide diffusion. Lymph node biopsy showed benign reactive changes with follicular hyperplasia, sinus histiocytosis and numerous aggregations of histiocytes in the interfollicular cortex and medulla.
A diagnosis of dermatomyositis was made. His symptoms fluctuated over the next 5 years. The CK was persistently mildly elevated until the most recent relapse. From 1980-1982 he had only mild rash and muscle stiffness. In early 1982 he was given a 3 week course of steroids with resolution of his symptoms. Six months later he had a recurrence of skin rash and developed paraesthesiae which resolved without treatment in 2 months.
In November 1983 he complained of a 2 month history of general malaise and muscle tenderness and was found to have mild proximal weakness (MRC grade 4-5). This resolved without treatment over the next 3
